Abstract: This multi-centre cross-sectional study explored associations between prevalence of depression and exposure to intimate partner violence (IPV) at any time in patients' adult life in 471 participants of a previous IPV study. In 2016, 174 interviews were performed, using the Short Form Domestic Violence Exposure Questionnaire, the Zung Scale and questions about behavioural patterns of exposure to IPV. Family doctors reviewed patients' medical charts for period from 2012 to 2016, using the Domestic Violence Exposure Medical Chart Check List, for conditions which persisted for at least three years. Depression was found to be associated with any exposure to IPV in adult life and was more likely to affect women. In multivariable logistic regression modelling, factors associated with self-rated depression were identified (p < 0.05). Exposure to emotional and physical violence was identified as a risk factor in the first model, explaining 23% of the variance. The second model explained 66% of the variance; past divorce, dysfunctional family relationships and a history of incapacity to work increased the likelihood of depression in patients. Family doctors should consider IPV exposure when detecting depression, since lifetime IPV exposure was found to be 40.4% and 36.9% of depressed revealed it.
Introduction
Violence and mental health problems and their possible association and coexistence, have been extensively researched and published [1] . According to WHO, domestic violence should be prioritized as a public health problem, due to its prevalence as well as its consequences [2] . The associations between mental health problems and exposure to IPV in the victims and also in the perpetrators, are complex [1, 3] . While substance abuse co-morbidity and a past history of violence are considered the strongest predictors of future violence, current evidence is not enough to suggest that severe mental illness can independently predict violent behaviour [4] [5] [6] [7] [8] [9] .
Exposure to psychological abuse was found to be more strongly associated with the prevalence of depression, anxiety, somatization, experiencing suicidal thoughts and post-traumatic stress disorder than with other types of IPV [3, [8] [9] [10] . Women are more likely to become victims of IPV and twice as likely to become depressed [11, 12] . The gender difference in the frequency of depression can be accounted for by women experiencing greater poverty, differing social roles and sex discrimination, more negative life events and violence and abuse [13] . Evidence indicates that partner abuse may contribute to depression [13] . Female victims who had suffered IPV in the past year were found to have their relative risk of depression increased by 3.26 compared to non-abused women [14] .
A meta-analysis on the prevalence of mental health problems in women with a history of IPV in 1999 found that just under half of the abused women had clinical depression [15] .
Abundant literature on the consequences of IPV on health has warned against undetected depression in IPV victims [16] ; IPV-related depression was first discussed as a relevant health-related problem in family medicine several years ago [9] , yet has never been studied as such in Slovenia. Given that the data for past IPV abuse had already been re-evaluated, showing a prevalence of exposure to all types of IPV of 17% in family medicine clinics attendees [17] and a prevalence of psychological IPV alone of approximately 10%, it was of the utmost importance for Slovenian family medicine to focus on the health-related outcomes of exposure to IPV. This study therefore aimed to explore the associations between the prevalence of depression in patients who were exposed to IPV at any time in their adult lives and those who were not; to identify the health consequences and other patient characteristics associated with exposure to IPV; and to examine whether there were any specifically gender-related issues in family clinic attendees. Since prior results showed that current health status was not associated with the current psychological IPV exposure [9] , this study design covered a longer time frame when assessing IPV-related health conditions and the prevalence of depression, providing a list of health conditions that need in-depth exploration towards possible IPV exposure in family medicine attendees, i.e., chronic pain syndrome, incapacity to work, muscle inflammations (myalgia, muscle soreness or musculoskeletal pain), gastrointestinal disorders, irregularities in bowel functioning, reduced physical functioning, gynaecological disorders, genital tract infections, the state of depression and/or generalized anxiety disorder, eating and sleeping disorders, phobias and panic attacks, low self-esteem and psychosomatic disorders.
Materials and Methods

Participants and Procedure
Sixty-four family doctors (FDs), i.e., physicians who have finished four years of specialized training and who had already taken part in the 2012 IPV prevalence re-evaluation study [17] and participated in the 2013 Psychological IPV study [9] , were invited to participate in this follow-up study in September 2016.
The 2013 study [9] was also multi-centre and cross-sectional, recruiting 960 family practice attendees aged 18 years and above, without dementia or even mild cognitive impairment, who were willing to participate. In 689 interviews with currently-or previously-partnered patients, the short form of A Domestic Violence Exposure Questionnaire and additional questions about behavioural patterns of exposure to psychological abuse in the past year were given. The FDs reviewed the medical charts of 470 patients who had been in an intimate relationship in the previous five-year period. Since we aimed to analyse solely psychological abuse, patients who had experienced psychological IPV during their lifetime but not in the past year, as well as victims of multiple types of abuse, were excluded and offered help and assistance. Using the Domestic Violence Exposure Medical Chart Check List, data on the patients' lives, physical, sexual and reproductive and psychological health status, as well as sick leave, hospitalisation, visits to family clinics and referrals to other clinical specialists in the past year were gathered. In multivariable logistic regression modelling the factors associated with past year psychological IPV exposure were identified, with unemployment or working part-time (p = 0.001), a college degree (p = 0.038), an intimate relationship of six years or more (p = 0.048) and a history of disputes in the intimate relationship (p < 0.001) increasing the odds of emotional abuse and explaining 41% of the variance. In females, unemployment (p = 0.002) and a history of disputes in the intimate relationship (p < 0.001) explained 43% of the variance.
In present study, FDs were asked if they had attended the "Recognizing and Treating Victims of Domestic Violence in Health Care Settings: Guidelines and Training for Health Professionals" training program for improving the competences of health professionals in recognizing and responding to victims of domestic violence. This education and training for health professionals took place between September 2015 and March 2016 at the Medical Chamber of Slovenia and was funded by Norway Grants [18] . Thirty-seven responded affirmatively and were considered properly empowered and competent to meet this study's requirements. The FDs were provided with written instructions on their approach to the patients, including an invitation letter to the patients, eligibility criteria and on data collection, i.e., the depression section of the Composite International Diagnostic Interview (CIDI) [16] , semi-structured interview forms and medical charts review forms; they were already familiar with the latter since the same forms were used in the 2013 Psychological IPV study [9] .
The First Phase: Identification of Patients
The participating FDs were asked to identify the patients from the 2013 study and invite them to contact the designated family clinic and make an appointment. The first phase of data collection was planned for January to March 2017 but was actually carried out during March and April, when the FDs, who work in family practices all over the country, interviewed 283 patients (of 471 invited) who attended and were willing to participate. Other eligibility criteria for this phase were age and the absence of dementia or even mild cognitive impairment. In the invitation letter to patients, the aim of the study was explained as being a follow-up on people's wellbeing after a four-year gap and the subjects were also informed that participation was not obligatory. Those willing to participate made appointments and were scheduled for an interview at the patients' convenience within two to seven weeks. This phase of data collection ended on 30 April 2017.
The Second Phase: Interviewing the Patients
The FDs explained to the participants (283 of 471 invited (the response rate being 60.1%)) the associations between exposure to IPV and quality of life. Prior to this phase, the FDs revised the elements to be covered in the semi-structured interviews. After the introduction to the IPV topic, 246 patients signed a written consent form, while 37 decided against participation and were not interviewed any further. The interviewing phase lasted until the end of April; during the 246 interviews, 72 patients revealed they had not lived together with an intimate partner in their adulthood or at least in the past decade They explained that they were living either with their parents, their children, both or alone. Those who had never shared a household with an intimate partner were excluded from further analysis. During the interview, a further 13 patients declared they were not willing to complete the self-assessment scale for depression. As the study aimed to analyse associations between self-rated depression and possible IPV exposure, patients without a correctly completed depression scale sheet were excluded from the analysis regardless of their IPV exposure; however, they were offered help and assistance, similarly to the previous study. After the self-administration of the SDS, a nurse calculated the total score and the FDs, who were instructed to evaluate the screening results, interviewed patients who scored above 30 points, using the depression section of the CIDI [16] .
The Third Phase: Auditing Patients' Medical Charts
The auditing of patients' medical charts was carried out using The Domestic Violence Exposure Medical Chart Check List [19, 20] , described in detail elsewhere. All medical conditions were checked from 2012, as requested in the 2013 IPV study, up to the present time, covering the whole five years. Only those persisting at least for three years, either three consecutive years or three times in a specified period of inspection, were marked. Given that the FDs participated in the 2013 study, they were familiar with the list. However, they were provided with additional clarifications regarding several variables which were found to be ambiguous in the previous study [9] : incapacity for work was defined as the inability of the victim, due to their exposure to IPV, to perform the normal duties of work in their job or at the post occupied; reduced physical functioning was clarified strictly as a functional and consequently psychosocial impairment i.e., not attending any recreational physical activities, neglecting one's hobbies and interests, and/or omitting attendance at social functions and duties; a dysfunctional family was marked as a family in which conflict, lack of empathy and support, misbehaviour, and/or child neglect or abuse on the part of individual parents occurred; and sick leave assessment was taken into account only as absence from work measured in days due to the consequences of family violence.
Participants: Study Sample
In total, the medical charts of 161 participants, male and female, who declared that they had been living with their intimate partners at least during the past decade were reviewed. The drop-out data of the recruitment process are presented in Figure 1 . In total, the medical charts of 161 participants, male and female, who declared that they had been living with their intimate partners at least during the past decade were reviewed. The drop-out data of the recruitment process are presented in Figure 1 . The mean age of all the participants (n = 161) was 51.1 ± 16.8 (range 22-92 years), while the mean age of the partner (of those patients who were married or were living in an intimate relationship, n = 115) was 49.7 ± 16.1 (range 20-93 years). The mean value for Zung SDS was 33.2 ± 9.3. In total, 65 (40.4%) participants were exposed to IPV at any time in their adult life.
The National Medical Ethics Committee of the Republic of Slovenia approved the protocol of the study (document number 77/01/15 from 19 January 2014).
Measures
The short form of A Domestic Violence Exposure Questionnaire was developed in previous studies in Slovenian primary care [19] [20] [21] and used as an exploration tool, consisting of specific questions with comprehensive, behaviourally-defined descriptions of interpersonal violence events which were to be considered within the patients' whole adult life. An adult was defined by the right to vote at the age of 18 years, regardless of financial, emotional or other types of autonomy in the individual. The questions were worded as follows: Do you feel safe at home? Do you feel accepted, respected and loved in your intimate relationship? Have you been humiliated, subjected to threats, insult or intimidation, or in any way emotionally affected by your intimate partner? Does your partner talk down to you? Has he/she demeaned or insulted you or made you feel ashamed? Has he/she screamed or cursed at you? Has he/she threatened you with physical harm? The patients were not asked to specify whether this had happened in the previous year and/or any number of years preceding the survey, or with a current or former intimate partner; for the aim of this study, it was important for patients to disclose if they had ever been exposed to IPV in their adult lives. However, the FDs noted answers referring to events in the past year.
Additionally, the patients were asked whether, aside from the aforementioned behaviours, they had endured any patterns of physical activity that had harmed or might have harmed them, e.g., The mean age of all the participants (n = 161) was 51.1 ± 16.8 (range 22-92 years), while the mean age of the partner (of those patients who were married or were living in an intimate relationship, n = 115) was 49.7 ± 16.1 (range 20-93 years). The mean value for Zung SDS was 33.2 ± 9.3. In total, 65 (40.4%) participants were exposed to IPV at any time in their adult life.
Additionally, the patients were asked whether, aside from the aforementioned behaviours, they had endured any patterns of physical activity that had harmed or might have harmed them, e.g., slapping, kicking, pushing, being forced into sexual activities. The interviews were closed by asking If such a thing has happened, have you been thinking about doing something about it? Do you want me to help? The remaining data collected were on gender, age, number of children, marital status and number of divorces and place of residence.
The Zung Self-Rating Depression Scale (SDS) [22] was used to assess depression. In the 2013 study [9] , depression was evaluated using the using the depression section of the Composite International Diagnostic Interview, which provided psychiatric diagnoses based on symptoms experienced in the last six months, according to the ICD-10 criteria. Several risk factors, intrinsic either to the individual or to the social context, were included. However, the quality control of these interviews was not strictly performed and questions about interviewers' competencies related to bias appeared. The Zung scale has been widely used in Slovenia [23] so it was decided on, regardless of better measures being available, since we wanted to be able to compare results with previous findings. The Zung scale consists of 20 statements, 10 of them reversed and each one is scored from 1 to 4, making the range of the completed scale from 20 to 80. All the participants completed the Zung SDS and a depressive score was calculated and interpreted as follows: less than 39 points, no depression; between 40 and 49 points, marginal depression; and above 50 points, depression was indicated. Cronbach's alpha was 0.79. The cut-off score of 40 points was calculated based on the CIDI, which was performed after the SDS administration. The FDs categorised the CIDI results as depression indicated and depression not indicated.
After the interviews took place, the FDs reviewed the patients' medical charts, replicating the procedure from previous IPV studies in Slovenian family medicine [9, 17, 21] , focusing on the health-related associations of exposure to IPV and data on the patients' wider life context at both the personal and relationship level, as reported by the patient in previous years. Health consequences were later categorized into three groups: physical, sexual and reproductive and psychological; this procedure has been described in depth elsewhere [9] .
Aiming to follow up the 2013 study results, sick leave (in episodes and days), hospitalization (in episodes and days), visits to the family clinic and referrals to other clinical specialists in the past year were reviewed and are presented in Table 1 . 'Frequent' was defined as within the top 10 percentile in a time frame of one year for each characteristic. The utilization of healthcare services was additionally analysed concerning self-rated depression. 
Data Analysis
In the data analysis, frequencies and percentages were used to describe the main characteristics of this study sample (Table 2) . In power calculation, for the design effect the calculation equation 1 + (m − 1) × ρ given by Donner et al. [24] was used. The intra-cluster correlation coefficient (ρ) was taken from a large sample study by Smeeth et al. [25] for cluster randomized trials and surveys at the primary care clinic level (a maximum value observed of 0.05). The mean cluster size (m) was 4.4 ± 1.7 patients (range 3-8) and the design effect was equal to 1.17. Consequently, the effective sample size was calculated at n = 137 (the actual sample size divided by the design effect). Considering sample size tables by Hsieh [26] , a total of 137 cases was determined to have 70% power to detect a significant association for logistic regression (using alpha of 0.05 and a medium odds ratio of about 2.5 to 1 [27] ).
The patients were compared with regard to self-rated depression (≤40 (no depression) and >40 (borderline depression or depression)) and also the IPV exposure during their adult life ('an IPV experience' vs. 'never'); see Tables 3 and 4 . Multivariable logistic regression was used to model demographic characteristics in association with self-rated depression (Table 5 ) and afterwards another multivariable logistic modelling was performed, also including variables derived from medical chart analysis, i.e., divorce in the past (yes/no); history of conflict or dispute in the family (yes/no); dysfunctional family relations (yes/no); physical condition: incapacity to work; physical condition: reduced physical functioning; sexual and reproductive consequences of IPV exposure: gynaecological disorders; and exposure to IPV at any time (yes/no). The results were presented by adjusted odds ratios with 95% confidence intervals. Statistical analysis was performed by IBM SPSS 20.0 software (IBM Corp., Armonk, NY, USA) and p < 0.05 was set as the level of statistical significance. chi-square = 25.711; df = 14; p = 0.028; Nagelkerke R 2 = 0.229, SDS = Zung Self-Rated Depression Scale, aOR = adjusted odds ratio, 95% CI = 95% confidence interval.
Results
Demographic Characteristics of Patients
The demographic characteristics of the sample are presented in Table 2 . Of the sample, 40.4% (n = 65) people had been exposed to IPV at some time in their adulthood (58 women and 7 men).
Self-Rated Depression in Patients Exposed to IPV
Of the patients exposed to IPV (n = 65), 24 (36.9%) scored >40 on the SDS. Overall the participants scored 33.2 ± 9.3 on the SDS; minimum 20, maximum 57. More results on self-rated depression in IPV patients are described in Table 3 .
Frequent Use of Health Care Services by Participating Patients during the Past Year
There were no statistically significant differences found between people exposed to any type of IPV and those who did not report such experiences (Table 1) .
Patients' Medical Charts Review-Summary
The summary of the patients' medical charts is presented in Table 4 . Statistically significant differences in physical status were identified between the patients who were-according to the SDS-depressed and those who were not, with regard to incapacity to work (p < 0.001), muscle inflammations, i.e., myalgia, muscle soreness or musculoskeletal pain (p < 0.001) and reduced physical functioning (p < 0.019). Gynaecological disorders were significantly more frequent in the depressed patients (p = 0.015), as well as several items in the psychological behavioural status, including the state of depression and/or generalized anxiety disorder (p < 0.001), eating and sleeping disorders (p < 0.001), feelings of shame and guilt (p = 0.001), phobias and panic attacks (p = 0.012), physical inactivity (p = 0.001), low self-esteem (p < 0.001), psychosomatic disorders (p < 0.001) and smoking (p = 0.027), all assessed or diagnosed by practicing FDs from the year prior to the 2013 survey [9] (March 2012) until April or at the latest December 2016, if persistent for at least three years, i.e., three consecutive years or three times during this period.
According to the 40.4% IPV exposure at any time in patients in Table 4 , statistically significant differences in physical status were identified between the patients who were exposed to IPV and those who were not, with regard to chronic pain syndrome (p = 0.021), incapacity to work (p = 0.036), muscle inflammations (myalgia, muscle soreness or musculoskeletal pain; p = 0.022), gastrointestinal disorders (p = 0.003), irregularities in bowel functioning (p < 0.001) and reduced physical functioning (p = 0.009). Gynaecological disorders were significantly more frequent in IPV exposed patients (p = 0.011), as were genital tract infections (p = 0.002), as well as several items in the psychological behavioural status, including the state of depression and/or generalized anxiety disorder (p < 0.001), eating and sleeping disorders (p < 0.001), phobias and panic attacks (p = 0.022), low self-esteem (p < 0.001) and psychosomatic disorders (p < 0.001); all were assessed or diagnosed by practising FDs.
Associations between Self-Rated Depression and Bio-Psycho-Social Characteristics in Patients: Logistic Regression Modelling
In the regression modelling process, the associations between self-rated depression and the characteristics of patients were explored. Exposure to emotional (aOR 3.04, 95% CI 1.12-8.27, p = 0.029) and to physical violence (aOR 4.69, 95% CI 1.42-15.49, p = 0.011) were identified as risk factors, explaining 23% of the variance (Nagelkerke R 2 = 0.229, p = 0.028). The results are presented in Table 5 .
When analysing only female patients, there was almost the same division of explained variance (Nagelkerke R 2 = 0.227, p = 0.084) and the two risk factors identified (exposure to emotional (aOR 3.41, 95% CI 1.13-10.37, p = 0.030) and to physical violence (aOR 5.14, 95% CI 1.46-18.09, p = 0.011)).
Associations between Self-Rated Depression, the Bio-Psycho-Social Characteristics and Medical Charts Review Summary Patients: Logistic Regression Modelling
Additionally, the logistic regression modelling was broadened, also taking into account data gathered in the process of patients' medical charts review and performed to explore self-rated depression and its associations in all patients and separately in female patients. In females, divorce in the past (aOR 8.80, 95% CI 1.21-63.91, p = 0.032), dysfunctional family relationships (aOR 25.30, 95% CI 3.12-205.37, p = 0.02) and a history of incapacity to work identified by the GP in the patient's medical chart review (aOR 22.16, 95% CI 2.71-181.08, p = 0.004) increased the odds of depression in female patients, with regression modelling explaining 65% of the variance (Nagelkerke R 2 = 0.655, p < 0.001). The model which included both female and male patients explained 66% of the variance (Nagelkerke R 2 = 0.657, p < 0.001) with divorce in the past (aOR 6.11, 95% CI 1.12-33.48, p = 0.037), dysfunctional family relationships (aOR 19.29, 95% CI 3.13-118.87, p = 0.001) and a history of incapacity to work identified by the GP in the patient's medical chart review (aOR 18.94, 95% CI 3.26-109.97, p = 0.001) increased the odds of depression in patients.
Discussion
The prevalence of depression was found to be associated with exposure to IPV anytime in the adult life and women were found to be more likely to be victimized (Tables 3 and 5 ). The physical health consequences associated with exposure to IPV were incapacity to work, reduced physical functioning and muscle inflammation, while the psychological consequences included smoking, panic attacks and anxiety, eating disorders, feelings of shame and guilt and low self-esteem (Tables 1, 3 and 4) .
Depression in family practice attendees in Slovenia was found to be significantly associated with female gender, chronic conditions, chronic pain and age above 45 years in a study by Klemenc Ketiš [23] . The Self-Rated Depression Scale was used in that study as well as in the present one and the difference in the overall rate of depression detected in the participants (15.2% vs. 27.8%) could be attributed to the different mean age of the participants (44.2 vs. 51.1 years). Nearly 37% of all the participants in our study who had been exposed to violence at any time in their adult lives fulfilled the criteria for depression according to the SDS (Table 3 ), compared to 21.7% of depressive patients with chronic conditions and to 23.2% of those with chronic pain [23] . Past exposure to IPV was not only associated with depression but also with suicide attempts, according to a meta-analysis by Devries et al. [28] . Since IPV has been claimed to trigger a whole range of depressive symptoms, this might explain why the rate of depression in the participants exposed to IPV was higher than in those with chronic conditions and chronic pain [23] . Another study by Selič et al. in 2013 , in the same environment, detected an 89.5% rate of depression and general anxiety disorder in the participants exposed to IPV [9] . A more recent publication by the same author introduced rates of depression in elderly people in Slovenia, reporting depression to be significantly associated with female gender, age, years of education, smoking, number of concurrent diseases and self-rated health regarding heart, blood vessels, musculoskeletal system and mental health but comparably to our results (Table 2) -not with marital status or alcohol consumption [29] . As the mean age of the participants was 75.1 ± 6.2 years, the empty nest stage of the family cycle, the remoteness of possible exposure to IPV and possibly living alone may diminish the influence of partner interaction on depression. This finding is congruent with the research of Bonomi et al. [30, 31] , which found that recent exposure to physical and/or sexual IPV increased the risk of depressive and severe depressive symptoms. The authors emphasized that more pronounced adverse health effects were identified in women with recent (vs. remote) exposure to IPV. Our findings are comparable with those in IPV survivors [30, 31] : reported exposure to partner violence and physical violence in both the past year and also at any time in adult life were found to be a statistically significant risk factors for current, self-rated depression (Table 3) and also for generalized anxiety disorder and the prevalence of depression (Table 4) . Dysfunctional family relationships were found to be significantly associated with the prevalence of depression in those exposed to IPV (p = 0.001); according to Felitti, inquiry into depression, past abuse and past or present dysfunctional family life should be added to the current clinical evaluation [32] . Poor family functioning has long been recognized as a factor associated with IPV [33, 34] , either as the cause or the consequence of the IPV, similar to our findings with IPV related depression in all patients and also separately in female patients (p = 0.002). The association between IPV, poor family functioning and divorce in the past (p = 0.032) and consequent depression in participants in this study is concordant with that described as complex and multidirectional by others [1, 11, 35] .
Several authors report that victims of violence seek medical assistance more often than violence free individuals [11, 36, 37] , which was not confirmed in our study (Table 1) . However, the utilisation of healthcare services, i.e., sick leave (46 or more days) and visits to the family clinic (16 or more) were more frequent in depressed attendees, all patients and females only (p all = 0.020, p females = 0.032; p all = 0.007, p females = 0.005, respectively); while hospitalization (1 or more days) was more likely to be used by this study sample (p = 0.027) but by not females separately (Table 1) . Evidencing the underlying cause of a specific sick leave as a consequence of IPV may be challenging and unclear and could contribute to the non-significant difference in the sick leave of individuals exposed to IPV versus those who were not (Table 1) . In extreme cases, the IPV and consequent health issues do not only result in incapacity for work but also cause permanent loss of working capability, debilitation, deterioration of quality of life and premature death [6, 10, 38] . In accordance with these data, incapacity to work and reduced physical functioning in our study were the most significant physical consequences associated with self-rated depression (Table 4) and also with IPV exposure in adult life (Table 4) . A longitudinal study on a representative sample of Slovenian family medicine patients [39] brought good insight into the quality of life related factors. Since the sample was representative, it is important to be aware of factors significantly and consistently associated with a better mental component score of quality of life, i.e., social support, satisfactory circumstances in patients' household (absence of violence) and absence of anxiety.
Limitations of the Study
The sample in this study could not be considered as representative of a family medicine attendees' population [40] , since there were more women (76.4% vs. 54.8%) and the level of education was much higher (46.6% vs. 11.3% people with college degree or above, 9.3% vs. 41.0% with elementary school) but the mean age was almost the same (51.1 ± 16.8 years vs. 51.7 ± 19.0 years). Yet there are not so many noticeable differences in comparison with the 2013 study [9] , i.e., in the present study there were also more women (76.4% vs. 61.3%) and the mean age of this study's participants was slightly older (51.1 ± 16.8 years vs. 47.4 ± 16.1 years), while the level of education appears similar (46.6% vs. 45.7% people with college degree or above, 9.3% vs. 11.1% with elementary school). Given the females prevailing in the sample (76.4%), the findings of this study should be used with caution, without emphasizing gender specificities.
The opportunistic sampling method, i.e., the sample size of 161 out of 471 invited patients, may not have reflected the diversity of the Slovenian community and might have affected the IPV exposure prevalence, which was found to be 40.4% for the whole adult life. It is therefore of the utmost importance that another study of lifetime IPV exposure in Slovenian family medicine attendees be performed soon, regardless of possible mental health consequences as a special focus of interest.
Reliance on self-reported data and social desirability bias may have both impacted on results, given that IPV is still considered as a private and/or too sensitive an affair for many people to intervene in Slovenia [41] . The burden of somatic co-morbidity was shown to be smaller than the impact of psychosocial determinants in a study on a representative sample of family practice attendees [16] , emphasizing the social stigma of mood disorders. As explained in the Method section, there were 13 participants unwilling to complete the SDS. Given that the detection and successful treatment of depression and anxiety have already been recognized as facilitating factors with a potential to lead to improved quality of life in family medicine attendees some time ago [40] and consequently FDs were instructed to be alert for the early onset of these conditions, apparently more efforts should be make in awareness-raising in FDs.
The cross-sectional design, known as inherently limited, together with part of the obtained data being self-reported, could have raised hindrances about the potential for method variance to account for this study's findings. Since the social environment related phenomenon, i.e., the IPV exposure being studied could have been assessed only by asking patients to report their experience or perception, it was of great advantage that the research design incorporated medical records to assemble the exact health-related data (Table 4) . Except for the self-reported data on IPV and depression, there were several characteristics followed through the longer period of time (from March 2012 to December 2016 at the latest) reviewed by the FDs in the patients' medical history, e.g., results of the Composite International Diagnostic Interview conducted in 2013 study [9] , physical, sexual and reproductive IPV related health consequences and psychological and behavioural status, which in our opinion alleviated the potential effects of method variance. The partition of explained variance in multivariable modelling grew evidently higher when these data was added (R 2 = 0.657, p < 0.001; R 2 (females) = 0.655, p (females) < 0.001) to illustrate the associations between self-rated depression, bio-psycho-social characteristics of patients and their medical charts review summary.
Implications for Future Research and Family Practice
Although only exposure to emotional and physical IPV, both being self-reported, identified as being associated with depression (Table 5) , the data was collected in a large number of settings, which hopefully reduced the non-response bias. However, future research should be more focused in following up the initial cohort of patients, given that for this study purpose the cohort was identified with less difficulty than expected, while the FDs had undergone a thorough capacity building process in the field of IPV exposure related concepts, both practical and theoretical.
For the first time in Slovenian family medicine, a clear indication of the association of IPV exposure with depression was found, in spite of the barriers on the side of Slovenian FDs detected in previous studies [41] .
We were unable to avoid a high drop-out rate compared to the previous study [9] (Figure 1 ), so rethinking this future study plan, together with the need to evaluate the 40.4% lifetime IPV exposure prevalence, would be beneficial.
Conclusions
The prevalence of depression in patients who were exposed to IPV at any time in their adult life was significantly more likely than in non-IPV exposed patients (p < 0.001); in those who were exposed to IPV, almost 37% (36.92% (n = 24)) were diagnosed as depressed. For this reason, FDs detecting depression in their patients will be advised to explore the possibility of exposure to IPV as a contributing factor and vice versa. Practising FDs should be aware of the overlapping effect of symptoms, e.g., incapacity to work, depression and anxiety in patients. Therefore, those lacking satisfactory household circumstances, regardless of a clear IPV exposure revealed, should be recognized and empowered. The assessment of two out of five adult family medicine attendees who might have been exposed to IPV strengthens this recommendation.
